Introduction
The Trauma Audit and Research Network (TARN) is the independent monitor of trauma care in England and Wales. It produces reports for participating hospitals three times a year, and has also produced national reports on major trauma in children [1, 2] . It is the trauma equivalent of the Intensive Care National Audit and Research Centre (ICNARC) for Intensive Care Medicine. The latest themed report has just been published and is entitled 'Major trauma in older people' [3] . This first report on trauma in older people from TARN was written by a multidisciplinary group of healthcare professionals and we were privileged to be the representatives from anaesthesia and intensive care medicine.
Most doctors are now aware of the demographic changes that are affecting Western Society. There are now three times as many people over 90 years of age living in England and Wales compared with 1984 [4] . Life expectancy continues to increase, and the latest report from the Office of National Statistics (ONS) reports that it is 80 for men and 83 years for women. When the National Health Service was founded in 1948, it was 66 for men and 71 for women. The proportion of the population aged 80-89 years old has doubled between 2009 and 2014 and the proportion of those over 90 has trebled in the same period. By 2030, the ONS predicts an increase of 50% in those over 65 and 100% increase in those over 85 years.
In 2014, the Association of Anaesthetists of Great Britain and Ireland (AAGBI) published guidance on peri-operative care of the elderly [5] in the knowledge that this patient group is becoming the most common surgical patient population in elective and emergency care.
All anaesthetists will be aware of the impact that proximal femoral fractures have on our hospitals [6] , and by 2030 the busiest hospitals in the UK will be dealing with an average of six hip fracture patients per day. Anaesthesia has played a major role in the success of the National Hip Fracture Database (NHFD) [7] , and the Anaesthesia Sprint Audit of Practice (ASAP) [8] gave us an insight into the problems that anaesthesia faces in this population [9] . These patients are specifically excluded from the TARN dataset if it is an isolated injury. Patients with an isolated upper limb fracture are also excluded.
However, there has been a seismic change in the type of patient presenting to our hospitals with major trauma. The commonest major trauma patient is now old and female, where as in the recent past it was young and male. The mechanism of injury in the older patient is most commonly a fall from less than 2 m, a low energy mechanism. The TARN report [3] uses age ≥ 60 years as the cut off for the report, and the data are taken from those patients who suffered trauma that led to an injury severity score (ISS) > 15 and who were admitted between 1 January and 31 December 2014, which is the most recent year with validated hospital episode statistic data at the time of the study. In the year that was studied, there were almost 50,000 patients in the TARN dataset; patients aged ≥ 60 years made up 54% of those patients and 30% had an ISS > 15 (Fig. 1 ). Since 2005, there has been a steady increase in the number of older patients appearing in the TARN dataset, and this phenomenon has also been reported in other western countries such as Germany [10] . In England and Wales, the increase is beyond that expected from an ageing population. This may be because: information reported to TARN has improved; the older population is increasingly active; there is better reporting and completeness of data; or improved investigation of older people once they have arrived in a trauma unit or centre. For example, the number of patients over 90 reported to TARN with major trauma trebled from 2009 to 2014.
As well as older persons now dominating the major trauma statistics, there are other findings from this study which have implications for training and resource allocation in the future. It appears from the data that pre-hospital triage fails to reliably or clearly identify older patients with major trauma. Triage systems are based on the paradigm of high-energy trauma and the resulting physiological changes, as well as symptoms and signs associated with expected injury patterns. Current triage systems do not adequately cater for falls from a standing height which may lead to major trauma, and therefore the diagnosis may be missed. In addition, clinicians often do not appreciate that a fall from standing height at any age may cause major trauma, and the application of the triage tool may not be considered when attending an older person who has fallen, and the triage tool itself was not designed with this group of patients in mind.
Traumatic brain injury accounts for over 70% of the injuries suffered by older major trauma patients. When brain injury is identified, the older person is often not in a major trauma centre as the primary destination following their fall. Older people with brain injuries may not be sent to a major trauma centre potentially due to a perception that they will have a worse outcome. Even if they are sent, a secondary transfer results which exacerbates the situation by significantly increasing the time to surgery. Therefore, for older patients admitted to a trauma unit with a brain injury, they are much less likely to be transferred to a major trauma centre. These patients are also less likely to be seen by a consultant, have longer times to investigation and have longer times to definitive treatment. The time for a computed tomography (CT) scan in the older patient with a traumatic brain injury is 1.5 h longer than in the younger patient; the precise reasons for this delay are not apparent. It is possible that the lack of early consultant input may delay decision making. Often, an older person will present following a fall, and have an intracranial bleed, such as a sub-dural, which is only identified some time after admission.
When the older person does go to the operating theatre, they are less likely to be operated on by a consultant compared with a patient aged < 60 years. Less of these patients currently have surgery, with only 5% of those over 60 receiving neurosurgical intervention, compared with 13% for those aged between 16 and 59. The times for the neurosurgical intervention are also almost four times longer in the age group, which probably reflects the delay in diagnosis and transfer [3] .
The AAGBI has recently published guidance on safer pre-hospital anaesthesia [11] , which is a comprehensive consensus document, and includes a sub-section on dealing with children, but lacks a specific section on the management of the older patient.
Despite the depressing statistics from this study, the outlook for older patients with major trauma is brighter than we might expect, ISS > 15 n = 8176 (30%)
Patients aged 60+ n = 26,861 (54%)
All TARN patients n = 49,594 Figure 1 Breakdown of all patients entered into the TARN database in 2014. Taken with permission from Major trauma in older people [3] .
despite the apparent failings of the present system. Not surprisingly, mortality goes up with age; over 50% of those aged 60 to 69 years make a favourable recovery, compared with 30% of those aged over 90 years. Initial recognition of the potential major trauma patient will identify surgical candidates earlier, and so hasten the involvement of anaesthesia. There appears to be a paucity of data on how the older trauma surgical patient is risk assessed and who is making those decisions [12] . The reliance on outdated training programmes, such as Advanced Trauma Life Support (ATLS), and a move to a system where the training reflects the current state of major trauma would help [13] .
The real challenge for intensivists is the outcome section of this report. As expected, a larger proportion of older people die compared with similarly injured patients under the age of 60. This may be one explanation for lower ICU bed days in those aged over 60 years compared with younger patients, but warrants a closer look. When we look at survivors, however, their length of stay in hospital is the same as for those aged under 60 years. This challenges the paradigm further when we look at functional outcomes. Mortality increases with age and the chance of a favourable recovery decreases. When we look at moderate or severe disability, however, there is no significant increase with age. Thus, a view that treating older patients with major trauma simply leaves them with a greater disability if they survive is an invalid assumption based on this report.
This provides a challenge for decision-making models and admission criteria for an already stretched service. What does this mean for admissions to ICU where we are forced to use our beds to do the 'best for the most' rather than admit everyone? Are older patients being given less access to ICU in some hospitals based on a view that their functional outcome is likely to be poor compared with a younger person?
While there is increased consultant input on ICUs, with a target being a consultant review within 12 h (ICNARC), we need to consider how we get greater consultant specialty input early for older patients in order to achieve faster decision making, investigation and intervention led by consultants, as would occur for younger patients coming through the emergency department. How do we change trauma systems to facilitate the earlier transfer of these patients to a neurosurgical centre? Some suggestions are within the report, such as the review of triage criteria to consider the differences in older people. Also, consideration should be given to the earlier identification of those at risk on arrival. Meeting every elderly faller with a trauma team will be a challenge, but research could focus on how to identify the sub-group at greatest risk. As the paradigm for major trauma has changed away from high energy road traffic accident to low energy falls, our systems must change to meet this need.
Conclusions
As Professor David Oliver states in the forward "We must make health and care systems fit for the older people who actually use them. Indeed their equal right to care is enshrined in the NHS constitution and in the 2010 Equality Act duty around age discrimination in public services . . . It describes considerable and unacceptable variation and care gaps and yes, does seem to suggest a degree of unwitting ageism, discrimination or ignorance of older people's ability to benefit from evidencebased best practice" [3] .
It is hard to distil the importance and relevance of this report better than the wording above. We need to look hard at the way we deliver care to older people and how we manage gateways to access that care. Prevention of injury needs to become a higher priority for spending, looking at house design in particular. New planning and delivery of housing needs to focus on falls prevention in homes for the older person as well as looking at the surfaces they fall onto. How do you make a floor safer to fall onto and less likely to cause injury? Engineers and medical staff working together looking at mechanisms of injury may provide the best hope of reducing the injury load in older people.
Improved community and inpatient recognition of major trauma will be achieved by changes in education and training to all those involved in the trauma process. Although much of this report is depressing reading for healthcare providers, there is also the news that many of these older trauma patients do very well and are returned to their normal environment following a full recovery. Identifying those elderly patients that will do well should be a focus of further research.
It is going to be up to the various professional organisations and Royal Colleges with an interest in trauma to bring about a change in education delivered to all concerned. We hope that the output of this report is highlighted to medical students and all those embarking on core training in acute medical and surgical specialties.
